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Abstract
Background

Despite availing contraceptives, IUD uptake remains low in family planning service provision. Yet there is evidence that access
to family planning reduces Maternal mortality especially in developing countries like Uganda. The study explored the reasons
for low uptake of IUD among women of reproductive age.

Methodology

Focus-groups and in-depth interviews with women in reproductive was employed to explore experiences, barriers and for low
use of IUD. A thematic analysis was used to analyse the data.

Results

This study explored women’s experiences, their motivations and barriers to IUD use. The positive experiences reported included;
IUD is a long-term method of family planning; un affected libido, body image, reassurance from the health providers. The
negative experiences included; pain on insertion; discomfort and bleeding and fear of strings. The motivators were; availability
of IUD services at the facility, unaffected body image, information from the health workers and the barriers included; mistrust of
health providers, �nancial constraints, myth and misconceptions and lack of social support.

Conclusion

The experiences were both positive and negative, the motivators were their drivers to use the method and barriers were reported
to in�uence the IUD use. There is need for mothers who have used IUD and are satis�ed with the method to talk to other
mothers so that we can increase IUD use as a method of family planning and health care providers have role to play to
demystify the myth and misconceptions the mother have.

Background
Globally, one of the major causes of maternal mortality is abortion which is estimated to be at 7.9% (1). Lack of family
planning leads to unintended pregnancies which in turn result into unsafe abortions (2). Family planning reduces women’s
health risks as a result of abortion, hemorrhage, uterine perforation, cervical injury, medical complications which lead to death
and infections due to incomplete abortion. This helps in reduction of maternal morbidity, mortality and slows population
growth. However, only 14.3% of women of reproductive age are using intra uterine contraceptive worldwide. In Africa, Intra
Uterine Device (IUD) use is even lower where only 4% of women of reproductive age use it (3).

Much as efforts is put through different programs about Long Acting Reversible Contraceptive (LARC) family planning
methods to increase their uptake, in Uganda IUD use is still low. IUD use was at 0.2% in 2006, slightly increased to 0.4% in 2011,
and there is a gradual increase from 0.6% in 2014 to 1.1% in 2016 (4). Although there is a slight increase, IUD use is still very
low despite its effectiveness, long lasting and need no mother’s adherence. And this has reduced on the numbers of maternal
morbidity and mortality rate through avoiding un intended pregnancy (Rowe, Farley, Peregoudov, Piaggio, & Boccard, 2016). A
study done by Twesigye (5)showed most women reported negative attitudes, misconceptions and misinformation about IUD as
compared to positive attitudes. Therefore, in this qualitative study there was need to understand why there is low uptake of IUD
contraceptives by listening to women experiences while using IUDs and exploring what prevents others from using them.

The fertility rate in Uganda of 5.71 children born per woman and maternal mortality rate of 343 deaths per 10000 live birth is
also high (4). The high mortality rate could be due to the unwanted pregnancies, short birth intervals and a high risk of obstetric
complications associated with low contraceptive use (6). Uganda demographic and health survey showed high level of
unintended pregnancies (44%) with unsafe abortion estimated to be 62 per 1000 women of age between 15–49 years which
accounts for 26% of maternal deaths in Uganda. Other districts in the country such as Nakaseke through Ministry of Health
(MOH) has availed efforts scaling up family planning in reaction to unwanted pregnancies. Different strategies have been
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established in the public sector as interventions through training provider per selected facility. In addition, one reproductive
health focal person per district in IUD service delivery and use of community extension workers have also been recognized to
help those not accessing the IUD services due to economic, social and geographical areas.

Despite the comprehensive efforts by MOH to increase IUD uptake, it has continued to be very low 1.1% with about 10% of early
discontinuation in the �rst 90 days of insertion (4). With this health system effort in perspective, there is need to understand
barriers, motivations and explore experiences of users of IUD.

Methodology

Study design
A qualitative study using focus-group and in-depth interviews with women in reproductive was employed to explore
experiences, barriers and motivators for use of IUD as a family planning method.

Study population
The study included Women of Reproductive Age (WRA) that is 15–49 years at family planning clinic in general hospital.

Study Site
The study was conducted in Nakaseke Hospital located in Nakaseke district. Nakaseke hospital serves several neighboring
districts of Luweero, Wakiso, Nakasongola, and Mityana. The family planning clinic operates from Monday to Friday and
receives approximately 40 mothers per day.

Data Collection
Purposive sampling was used to recruit women who had come for IUD family planning method and those who had come for
any family planning method. This sampling method enabled researchers to recruit participants with a wide range of age who
were grouped according to their age to facilitate free expression during the Focus Group Discussions (FGDs). Four (4) FGDs
with 10 participants per group were conducted and eight (8) in depth interviews were conducted to further explore what had
been raised in the FGDs.

Research participants were aged (15–49) and were using any of the family planning method at the family planning clinic and
were able to speak English or Luganda �uently.

An in-depth interview guide was developed in English and translated into Luganda. The interview guide consisted of questions
about experiences of using IUD as a family planning method, and motivations. The interview guides were pretested before use
to ensure that the questions were clear to the research participant’s questions were clear for the women to understand and
adjustments to the guides were made. The interviews were held at a family planning Centre in a private room. The researchers
wrote to the managers of the family planning Centre inviting the women to take part in the study and only those who indicated
willingness to take part in the study had their names passed on to the researchers. All research participants were given an
information sheet and had the opportunity to ask questions. They also signed a consent form which allowed them to withdraw
from the study without giving any reason. The interviews were audio recorded and transcribed verbatim for analysis.

Data analysis
The transcribed text was then translated from Luganda into English. A thematic analysis approach supported by captions from
the interview was chosen, (7) The interviews were read through several times by all authors and the different statements were
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grouped, resulting in the construction of a map, in accordance with the description by Braun and Clark (7). Different themes
and sub themes were identi�ed and discussed and rearranged until a �nal pattern was distinguished.

Ethical approval
Makerere University, School of health Science Ethics committee #SHSREC REF NO: 2018-065 and Nakaseke regional hospital
granted ethical approval for this study.

Results

Introduction
The �ndings are from eight (8) in depth interviews of women who shared their experiences using IUDs and their motivations
towards IUD contraceptive use. Four (4) FGD were carried out in this study with women using other contraceptive methods but
not IUD to �nd out their experiences and barriers to IUD use. The �ndings in both data sources were triangulated and presented
below.

Description of the study participants.
A total of eight participants were interviewed with WRA using IUD with age between 24-40 years and all were married apart
from one who was a sex worker. Three of them attained a secondary level of education, three stopped in primary level and two
reached tertiary level. All participants were Christians and all of them except one (1) were in working class, had at least one
child. The rest of the characteristics were as shown in table1 below.

Table 1
A summary of socio-demographic characteristics of the IUD users

Participant number Age Marital status Occupation Religion Level of education No of children  

1 29 Married Health worker Protestant Diploma 2  

2 24 Married Not working Protestant S.4 1  

3 39 Not married Sex worker Catholic P5 2  

4 39 Married Business woman Catholic P7 6  

5 32 Married Business woman Born again S.4 2  

6 30 Married Health worker Catholic Diploma 3  

7 29 Married Hair dresser Catholic S.4 3  

8 40 Married Peasant Catholic P7 7  
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Table 2
Socio-demographic characteristics of women using other contraceptive

methods but not IUD.
Variables Category Frequency Percentage (%)

Age 15–25 20 63

26–35 10 31

36–45 2 6

Region of residence Central region 32 100

Occupation Working 25 78

Not working 7 22

Marital status Married 25 78

Not married 7 22

Religion Christians

Moslems

23

9

72

28

Level of education Primary level 15 47

Secondary Level 14 44

Not educated 3 9

Experiences of using IUD contraceptive
Experiences for mothers were assessed and both positive and negative experiences were reported. The positive experiences
which were reported by women included; IUD is a long-term method of family planning; unaffected libido, convenient and
comfortable for them. This was emphasized by a mother.

“That for it you insert it for a period you want as long as the person who has inserted it inserts it well, it can be there for that
period until when you reach time when you are tired of it! More so you remain with your sexual feelings” (participant 1)

Women also reported that the method was convenient and comfortable for them, it does not need adherence like other methods
and the side effects of other methods like injecta plan (depovera) where the experience was uncomfortable.

“Pills were giving me nausea and for the case of injector plan I would always be bleeding abnormally but for it (IUD) my
menstrual days stay normal as there is nothing like missing my periods” (participant 4)

Some women reported that they were �rst screened for cervical cancer before the procedure and this created awareness of their
status which they believed was good for their health.

“…of course, they �rst screened me for cervical cancer …… and they con�rmed that I was ok they inserted it” (participant 1)

Most women received support from health workers. Some health providers they re-assured them when they had concerns while
using IUD by providing them with knowledge, their personal experiences for those who had used IUD, sensitizing and
counseling them.

“The health worker who worked on me also had IUD for the last 5 years so she told me; I shouldn’t worry that happened because
of heavy bleeding. She also told me that if I happen to see again heavy bleeding, I should take Ibuprofen to reduce on the blood,
that also candida disrupts IUD, so she emphasized the importance of personal hygiene, and that if I get it I should make sure I
take medicine to avoid infections because its problem is infection” (participant 8)
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The negative experiences which were reported by women included pain on insertion, discomfort and bleeding after insertion.

“By the way nurse it can also cause prolonged menstrual bleeding like for two (2) additional days. I experienced prolonged
bleeding for the �rst three (3) weeks when I had just started using it but it �nally normalized “(participant5)

Motivations to choose IUD contraceptive
Women in this study cited several factors that motivated them to use IUDs. These included previous experience of failure from
other contraceptives methods, availability of the IUD services at the facility, unaffected body image while using IUDs and
information from the health providers, peer in�uence and media.

Failure of the other family planning method motivated some clients to use IUD.

“, the condom burst, then I got pregnant and before that pregnant, I had undergone a C-section (for that last born), they don’t
allow you to give birth to another child when the child is not yet 3 years, by then he was like one month so I got pills from the
hospital and aborted. IUD.” (participant 37)

Peer in�uence and relying on the information provided by the health providers motivated some mothers to use IUD.

“what also motivated me was that it has no problem in the body the way health providers teach us, right now I also feel free as
if I don’t have anything in my body, there is nothing like pulsations, (participant 8)

Side effects of other family planning methods such as irregular bleeding, change in body size, motivated the women to use IUD

“for 1st born I was using injectaplan and I could not manage it then I stopped… I was not menstruating… ok it also used to
make me have a headache… for the 2nd born I used implant… even with it I was not menstruating, and it used to bring
headache and pulsations” (Participant 7)

Barriers in�uencing the nonuse of IUD contraceptive
The decision to use or not to use FP services is the product of several demographic and service-related barriers. In this study
the following themes were identi�ed as barriers; mistrust of health workers, �nancial constraints, myth and misconceptions,
lack of social support from their partners and misplacement of IUD leading to pregnancy.

The cost attached to IUD service provision and unavailability of IUDs in health facilities discourages some women from using
IUD because they must pay in order to insert or remove the IUD. This barrier is worsened by the lack of social support from
partners that deters women from asking for �nancial support from their husbands who are bread winners and do not support
the use of family planning. This barrier was cited by both women using IUDs and those who were not)

“imagine nurse what I went through when my IUD got misplaced, I had only 10000(Ugandan shillings) with me, I couldn’t ask
anybody money, my husband didn’t know about it, because I had lied to him that it’s an infection, I was so... scared but if the
same problem happens to others, they may end up discontinuing and decide to give birth to children. Some may be doing it
secretly, lack money even to take them to the hospitals” (participant 8)

Some women believed that of some health providers were incompetent and they developed mistrust. And others cited the
process of IUD insertion as uncomfortable, and painful which deters them form using it. And indeed, the latter was described as
a negative experience among the users as described above

“… have ever seen someone... it seems they (healthcare provider) had inserted it badly. She was complaining that it hurt her
uterus and they were almost removing it (IUD). There is also another one who got pregnant with it, yeah they say women get
pregnant with it” (FGD 1)
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“… going and un dress, squat (expose private parts) for the health worker, {she laughs} when you have not gone to give birth”
(Participant 7)

The women had myth and misconceptions about IUD and these included; misplacement of IUD during sexual intercourse
abnormal fetus when the IUD is misplaced, getting cancer, �broids due to its long use, fear of strings getting stack and fearing
to have sex with their husband because it would cause injury to the cervix. These concerns were reported by both users and
non-users. These resonated a lot in these quotes;

they (other people) tell us that it causes cancer when it over stays in you, it can burn you {she laughs} things like those, those
who are not health workers… they have the perception that it can cause cancer, death and very many other things like burning
lungs, uterus, things like it(IUD)can be knocked off(displaced) during sex….” (participant 4)

Some women reported the fear of getting pregnant when the IUD is misplaced and the inability to easily recognize such
situations and some restrictions that come with IUD use such as good hygiene and limiting sexual partners.

“…it worries me, because they taught us that incase a man goes and gets another woman and he gets UTI not UTI, sorry STI you
can also get it, and immediately you contract it you have to remove eeeee that’s where my fear is…” (participant 1’)

“… I heard about it with a woman when we were in the market, she told me for her she was using it …. She was married but
complaining about it, saying it(IUD) does not want a second man you are supposed to have only one man (she laughs) (FGD 4)

Discussion
This study explored women’s experiences, their motivations and barriers to IUD use. The positive experiences which were
reported by women included; IUD is a long-term method of family planning; un affected libido, no changes in body size,
reassurance from the health providers. The negative experiences included; pain on insertion; discomfort, bleeding and fear of
strings. The motivators were; availability of IUD services, body image, information from the health workers and the barriers
included; mistrust of health providers, �nancial constraints, myth and misconceptions and lack of social support.

Experiences faced by WRA using IUD contraceptive
According to Ugandan guidelines, women are supposed to be screened �rst for cervical cancer before IUD insertion. In this
study the women appreciated knowing their cervical cancer status although they had only come for IUD insertion. This is a
good strategy promoting service integration where a woman can receive more than one services in one place or even better in
one procedure. WHO recommends the management and delivery of health services so that clients receive a continuum of
preventive and curative services, according to their needs over time and across different levels of the health system (8). Studies
have shown that integration of services increases client satisfaction, its cost effectiveness (9). This calls for more studies to
integrate services about IUD.

Peer support has powerful potential to improve health behavior change in this study some women received information from
their friends that made them use IUD. Studies have shown that peer support can; enhance access to health behavior
information and resources, practice and apply problem-solving skills with group feedback and support, discuss health behavior
challenges and barriers, sharing health behavior changes, sharing perceived health outcome improvements and bene�ts,
feelings of belonging and being cared for, and addressing health of family and community (10). This is what exactly happened
in this study. However, for mothers who experienced challenges and side effects discouraged other mothers from using IUD.
This is in agreement with a study done in Ghana which found out that the willingness and ability of young women to use FP
methods and services were affected often negatively, by factors operating within and across each level and some of those
factors included peer in�uence, non-spousal support and support and lack of support from relative (11). It also indicates a need
to increase on socializing ability of the women using the method with those not yet using the method to proof their good
experiences so as to increase on the IUD usage. A study done on interest in and experience of self IUD removal showed
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similarly how women could freely pass on the good experience they had encountered to their peer friends (12). Intra Uterine
Device (IUD) has a lot of advantages however in this study the women who used IUD liked it because it was convenient, they
didn’t have to keep taking the pill, their body image didn’t change as compared to hormonal methods and they also
acknowledged that their sexual desire or libido did not change. These are very important advantages from the perspective of
women because studies have shown women usually move from one method of family planning because of change in body
size and other related side effects. Studies have shown that most people switch methods mainly because of method related
side effects (13, 14). Women will use a method if they don’t experience a lot of side effects and if they are comfortable with the
method.

Motivations to choose IUD contraceptive
It’s important to consider the strength of women's fertility motivations when determining who has a need for family planning
services. In this study women highlighted the reasons why they were using IUD. Most of them said that IUD has fewer side
effects as compared to injectable family planning, others said that their body size didn’t change and they had normal libido
unlike when they were using hormonal methods like implants and injectable (15). Similarly studies have showed related
information, that IUD does not require daily adherence and save users from adverse effects of the methods containing
hormones such as injectaplan (16, 17). Other women highlighted its convenience where you don’t have to take it every day or
return to the health facility for another dose. Similarly Peipert (18) showed related information, that IUD does not require daily
adherence and save users from adverse effects of the methods containing hormones such as injectaplan. This remains one of
the strong incentives why women chose IUD contraceptive. The encouragements to use IUD can now depend on disseminating
levels and measures about its bene�ts. Likewise, in this qualitative study (15) women said how they had faced no interference
with their sexual feelings though some were not sure whether it is due to IUD use or not. To most of these women using IUD,
these motivations were the basis for the uptake of the method. This still explains the importance of IUD over other methods.

Barriers in�uencing the use of IUD contraceptive
Although, most countries have made great strides in increasing access to and voluntary use of family planning including
Uganda since the landmark International Conference on Population and Development in Cairo in 1994. In this study women
expressed fear to use IUD and most of the issues raised were myth and misconception. The fear that IUD causes cancer,
�broids, can get stuck in the uterus discouraged women from using IUD. Studies done in some urban cities in Africa found
similar myths like contraceptives can harm your womb and in another study both in Rwanda and Ethiopia mother expressed
fear of IUD disappearing in the uterus during sexual intercourse and fear of procedure thus limiting them from taking up family
planning especially IUD (19) (20, 21). According to our study fear plays a very important part in hindering IUD use. This could
explain why Uganda still has a low IUD use rate and a need is required to increase its use. Several studies have been done and
revealed fears of different categories which also were considered to be barriers for the uptake of IUD. These included hurting of
the reproductive tract (22) and expulsion of the IUD (23). This implies that more effort is needed in training the health providers
and intense counseling and teaching should be done during the teaching sessions of these mothers. This can be fruitful when
even community outreaches are done because some mothers are taught at facilities but most of them do not come to health
facilities. Also, private clinics/ facilities must be availed with all the necessary resources to also target those attending them
and better approaches during FP sessions must be availed to dispel the myths and misconceptions. Furthermore, IUD is still
believed to be second line method in failure of other methods, good use when other contraceptive methods have been failed.
This explains why IUD use is still very low. Similarly a study has been done which indicate the related information were women
opted to use IUD after failing with other methods (24).

Financial support remains a very important aspect in regards to access of maternal and child Health especially use of IUD. This
study revealed the �nancial implications as being one of the leading barriers to pick up IUD. Given the insu�ciencies in the
public health system FP users are likely to seek treatment for side effects from private health facilities which may not be
affordable to most of them. It is important that in the interest of equitable centered services, provision of free public sector FP
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services should be accompanied by readily available therapies for side effects. The importance of involving men in
reproductive, maternal and child health programs is increasingly recognized globally. In most maternal and child health
services including family planning do not actively engage men were reported as being less involved in the female’s reproductive
decisions making yet they majorly depend on their husbands. This is because most of these women do not work and those
who work earn little. Many studies revealed the same aspect as the barriers towards using IUD these generally included
perceived knowledge about method being very low and they were concerned about the costs (6, 25) This calls for men
involvement in the FP programs. The immediate negative �nancial implications may dominate this long-term bene�t if there is
a gap in empowerment and public sector support. Further research to understand the �nancial impact of FP side effects is
recommended.

During family planning provision it mandatory to provide holistic information about the method. In this study women
highlighted that the providers only provided the advantages and the good things about IUD and they never provided
information on side effects. This made mothers change the method because of side effects (22). It is important to effectively
talk about the negatives and positives of the method to avoid premature discontinuation of the method. This was also showed
in the results found in the study conducted on female undergraduates at a large mid-western university in USA which indicated
that women’s perceived knowledge about IUD was inadequate as compared to knowledge found out (26).

Conclusion
The experiences were both positive and negative, the motivators were their drivers to use the method and barriers were reported
to in�uence the IUD use. There is need for mothers who have used IUD and are satis�ed with the method to talk to other
mothers so that we can increase IUD use as a method of family planning and health care providers have role to play to
demystify the myth and misconceptions the mother have.

Recommendations
There is need to involve male more in decision making of health issues including family planning. The health care providers
need to continually health educate and dispel myth and misconception about family planning more especially IUD

Limitations
Since women were selected purposively, only WRA who came to the facility on days when principle researcher was conducting
research had the chance to participant in the study.
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